Background and Purpose: Atrial fibrillation (AF) is a risk factor for stroke, although it may not always be directly responsible for the stroke. On the other hand, cardiac arrhythmias and electrocardiographic changes have been reported after ischemic stroke and numerous other intracranial pathologies. We tested the hypothesis that some patients with acute stroke may develop transient AF as a consequence of the stroke.
it is not unlikely that AF may sometimes be the consequence instead of the cause of the stroke. In a series of patients with first-ever stroke who were consecutively admitted to a population-based primary care center, we tested the hypothesis that some patients with acute stroke may develop transient AF as a consequence of the stroke.
Subjects and Methods This study was based on 1,661 patients consecutively included into the Lausanne Stroke Registry,49 which is a computerized prospective registry of patients with firstever stroke admitted to a population-based primary care center over a 10-year period. Details on the methodology of the registry have been published previously.49 All patients have continuous three-lead ECG monitoring beginning at admission and during at least 24 hours after stroke. Other systematic investigations include brain computed tomography (one to four examinations, the first within the first days after stroke), 12-lead ECG, and carotid Doppler ultrasounds with frequency spectral analysis and B-mode echotomography. Transthoracic and transesophageal echocardiography (to look for potential cardiac source of embolism other than AF, such as rheumatic valvular disease, akinetic left ventricular segment after myocardial infarct, cardiac tumor or thrombus, dilated cardiomyopathy, and other rarer diseases previously defined49) and intracranial studies (angiography or transcranial Doppler) are done only in selected patients. The results of these investigations, clinical features, risk factors (hypertension, diabetes, smoking, hypercholesterolemia as defined according to the criteria previously reported in the Lausanne Stroke Registry),49 and evolution in hospital, are coded into the registry and analyzed.
We assessed the topography of cerebral infarcts on computed tomography following the templates devel- When performed, echocardiography showed a potential cardiac source of embolism in two of 18 (11%) patients with recent AF (one with rheumatic valvular disease and one with mitral prolapsus without thrombus), in 26 of 56 (46%) patients with known AF (p<0.02) (10 akinetic segments with three visualized thrombi, two mitral stenosis, two mitral prolapsus, and 12 others as previously described,49 and in 198 of 233 (85%) patients with cardioembolic stroke (p<0.001).
Stroke
Stroke was a primary intracerebral hematoma (Table  1) in four (9.8%) recent AF patients (three striatocapsular hematoma with extension to insula, one large parieto-temporo-occipital hematoma), five (2.8%) known AF patients, and three (0.9%) cardioembolic stroke patients (p<0.001).
The topography of cerebral infarcts is summarized in Table 2 . In recent AF patients, superficial middle cerebral artery territory infarcts were the most common type of infarcts (59%), especially in the parietoinsular region (32%) (Figure 1 ). The second most common type of infarct was in the brain stem (11%) (two in tegmentum, two lateral medullary). The distribution of infarcts was significantly different (p<O.05) in patients with recent AF and in patients with cardioembolic stroke, this difference being mainly due to a higher prevalence of lower division of middle cerebral artery territory infarcts involving the parietoinsular region in recent AF patients (Figure 1) .
The infarcts were left-sided in 25 (61%) recent AF patients, right-sided in 13 (32%) and bilateral in three (7%). In the lower division of middle cerebral artery territory, there were 10 (83%) left-sided and two (17%) right-sided infarcts. This left preponderance was more marked than in cardioembolic stroke (51% left, 38% right, 11% bilateral) or in known AF (46% left, 42% right, 12% bilateral) patients.
When studied separately, patients with after-admission AF presented more markedly this special distribution of stroke: Parietoinsular region was involved in six (40%) and the brain stem in two (13%). Sixty-five percent of the strokes were left-sided. 
Coexisting Causes of Stroke
In two (5%) recent AF patients, AF coexisted with an occlusion of the internal carotid artery ipsilateral to stroke. In two (5%), it coexisted with a >50% stenosis; in 21 (51%), it coexisted with a <50% stenosis; and 16 (39%) patients had no carotid disease. There was no significant difference with known AF patients (6%, 3%, 55%, and 36%, respectively) or with cardioembolic stroke patients (4%, 5%, 40%, and 51%, respectively). It is noteworthy that 17% of patients with after-admission AF presented an occlusion or >50% carotid stenosis (only 9% in other categories). Discussion Our study is the first to evaluate systematically a series of patients who developed AF after stroke, in the absence of any previous past or recent history of AF. In fact, the incidence of AF after an intracranial event appears to be low: 4-7% of patients with subarachnoid hemorrhage,25.29 3-10% of patients with other acute cerebral events,12,'5'16 and 2.5% of 1,661 first-stroke patients from our registry. 49 We cannot exclude the possibility that some of our patients with recent AF had a previously undiagnosed chronic or intermittent AF. This is less probable for patients with after-admission AF, because all these patients presented an ECG-proved sinusal rhythm at admission and because AF had disappeared during their hospitalization in all but one (94%) patient, without any relapse in all but two (82%). Also, we have studied this subgroup separately, even though their small number excludes statistical significance.
A statistical correlation between stroke and AF is well known,1-5 so we did not try to confirm it again (with a control group without AF). But, to determine if some AF discovered after stroke may be secondary to the stroke, we compared the recent AF patients with two control groups in which the stroke is recognized as secondary to the pathology: patients with known AF and patients with other cardiac sources of embolism.
Even if ischemic stroke secondary to acute AF is likely in several patients in whom AF is discovered on admission,53 the fact that AF may have been secondary to the stroke in several cases is supported by our findings. First, AF developed clearly after stroke in nearly half of the patients with recent AF and lasted no longer than a few days in more than two thirds of the patients, with uncommon recurrence. Second, there was a preponderance of primary cerebral hematoma, which cannot be caused by AF, in recent AF patients (9.8%) ( 
